During the past four decades, neonatal and infant mortality rates (IMRs) in the United States have improved dramatically. Initially, improvements in regional collaboration to provide perinatal services and improvements in technologic methods to provide care to high-risk infants and mothers led to dramatic improvements in IMR. During the last two decades, improvements were much less dramatic. There is general consensus that future improvements in IMR will require more attention toward improving the general health and well being of our childbearing population. [1] [2] [3] [4] Drs. David and Wise will explore the possible ways to achieve those goals. As background for their discussion, the following information describes the situation in Brockton, MA, where community efforts were initiated in 1994 to try to improve perinatal care in a community in which the IMR and adequacy of prenatal care were much worse than in the rest of the state.
For the United States, IMR still lags compared with many other industrialized nations, and the IMRs among states vary substantially. Even states with superior IMRs (e.g., Massachusetts) have large cities with IMRs that are much worse than the national average. In 1993, the IMR for the United States as a whole was 8.3 deaths per 1000 live births; in Massachusetts, the IMR was only 6.2. Within Massachusetts, however, the IMR in 1993 was equal to or worse than 8.3 for nine cities that had 19,694 (23%) of the 84,627 births in the state. In Boston, for example, it was 9.8 for 8808 resident births.
In 1993, Brockton, MA had a population of 90,712 people, 1,572 resident births, and an IMR of 9.5. Other health status indicators for perinatal care in Brockton also lagged when compared with statewide values. The city's percentage of low birth weight infants was 8.2 compared with 6.1 for the state. The percentage of mothers receiving adequate prenatal care (as defined by the Kessner Index) was 63.0 versus 83.8 for the state, and the percentage of infants born to teen mothers was 13.6 versus 9.2 statewide.
In 1994, the Brockton Community Health Network Area (CHNA) was organized as 1 of 27 CHNAs developed under the guidance of the Massachusetts Department of Public Health. Each CHNA is a partnership or coalition of service providers, community organizations, local and state agencies, schools, hospitals, businesses, consumers, communities of faith, and the general public. Its goal is the continuous improvement of health through the collaboration of all community members. Members of the Brockton CHNA decided to study and try to develop means to improve the health status indicators related to perinatal care in the city, specifically adequacy of prenatal care and infant mortality.
Members met each month and subgroups met more frequently. To gather more data, they surveyed prenatal providers to review current services and identify possible barriers to care. They held focus groups with women in the community to try to understand their perceptions and to learn more about their problems with obtaining adequate prenatal care.
The CHNA members identified several factors that might impact the ability of pregnant women to obtain adequate prenatal care:
1. The community represents many different cultures; many do not understand English, and many are not accustomed to seeking early and regular prenatal care. 2. There are enough providers, but they can not easily deal with the multiple cultures. A major problem is lack of interpreters. 3. Many pregnant women have poor access to transportation to get to the provider's office. 4. Many people need assistance to obtain other basic services in addition to medical care. 5. Lack of financing, however, is not a problem because public funding is available for all pregnant women.
In an effort to improve the perinatal health status indicators, especially adequacy of prenatal care, the CHNA developed several initiatives:
1. They published a resource guide to assist providers with the names of agencies and other resources they could use to help families obtain services. 2. They developed tote bags with toys, coupons for baby care products, a baby diary, and other information to distribute to pregnant women in an attempt to encourage them to have regular prenatal care. The tote bags were distributed through the providers' offices. 3. They organized two conferences to provide education to medical personnel with regard to how to work with different cultural needs and traditions. 4. They developed a cable television program and billboard and bus card campaign to advertise a help line number for pregnant women. 5. They encouraged the development of a network of community members and outreach workers to work at the community level to assist families in obtaining services needed during pregnancy.
More recently, one local hospital developed the "Better Beginnings" program as one effort to improve perinatal care. In that program, "advocates" work individually with pregnant women to ensure that they enroll in the appropriate funding program to help obtain medical care, attend their prenatal appointments, attend childbirth classes, and receive other services that are needed. The program is funded by the Brockton Hospital with payment of salaries for the advocates and the administrator plus payment for the costs of advertising and other expenses of the program.
Advocates are community residents who represent the many cultural groups of the community; they speak six different languages. The advocates receive training through a certification program in Boston. They spend their time in the community at the high school, various cultural associations, food pantries, local community events, and other places where they can meet pregnant women who need prenatal care. Their work includes the following: arranging transportation so that pregnant women can attend their medical appointments and childbirth classes; assisting in the interpretation and in enrollment for Women, Infants, and Children Benefits (WIC), food stamps, and other appropriate programs; providing instruction in how to use public transportation; and providing education about parenting skills and health maintenance schedules for the mother and infant. The advocates continue to assist for the first year after delivery.
Since its beginning in 1997, the Better Beginnings Program has helped 630 pregnant women. A total of 72% percent were enrolled during the first trimester and 21% were enrolled during the second trimester. Of the 342 babies born thus far, 30 (8.7%) were low birth weight, and only 6 weighed Ͻ2000 gm. All of these results are equal to or better than the community results. Considering that these would have been among the higher risk pregnancies in the community, we would expect that their results would have been worse than the average for the community, not equal to or better.
In preliminary data for 1997, Brockton had 1429 resident births, and the IMR was 4.9 compared with 9.5 in 1993. The rate of adequate prenatal care for Brockton was 66.0% in 1997 compared with 63.0% in 1993. The IMR for the state in 1997 was higher at 5.3, and, in contrast to the result in Brockton, there was a slight increase in the state IMR from 5.0 in 1996 to 5.3 in 1997.
In summary, community-based data indicated a need to improve perinatal and infant care. Many groups worked together to develop community-based strategies to improve health status, and some organizations (like the Brockton Hospital) developed individual programs to continue with the recommendations espoused by the CHNA. Recent data for Brockton have shown improvement for both infant mortality and adequacy of prenatal care. It is impossible to define which, if any, of the efforts have helped improve perinatal outcomes in Brockton, but it is gratifying that there has been a trend for improvement with an IMR that has decreased to slightly more than half of what it was when the efforts were started.
